is found it must not be held to account for the presence of symptoms of which the patient has complained for months or years, in intermittent attacks.
The relations between an acute ulcer and a chronic ulcer are a matter of surmise rather than certainty. Authors whose work demands our approbation assert that a chronic ulcer develops from an acute ulcer. By the time that the chronic ulcer is recognized by the pathologist or by the surgeon it is almost always of such size and depth that its earliest stage is long past, and no confident opinion can then be held with regard to it.
The chronic ulcer seen upon the operation table is a well-established lesion, in which the whole thickness of the mucosa has perished, and in which a defence-an attempt at healing-has been set up to a degree which may cause the ulcer to be callous, with an indurated edge and a firm base. It is by no means rare for the penetration of the coats of the stomach to occur to such a depth as to cause adhesion to the liver, pancreas, or abdominal wall.
Treatment of a gastric ulcer, whether medical or surgical, must be based upon an accurate diagnosis. Probably no diagnosis of any abdominal disease is so apt to be erroneous as that of gastric ulcer. If these diagnoses, based upon a tradition that is moribund, are accepted, the gross numbers of gastric ulcer are found to be enormous, and a great preponderance of cases among females will be found. Gastric ulcer is a rare-disease, less than half as frequent as duodenal ulcer, and it occurs approximately twice as often in men as in women. Its diagnosis upon clinical evidence alone is full of difficulties and beset with error, and chemistry offers the slenderest help. And this inaccuracy of medical diagnosis has resulted in surgical disasters unhappily very numerous. Upon grounds that seem sound, and with evidence apparently unassailable, a diagnosis of gastric ulcer may be made; the symptoms have been so serious and so often recurrent that an operation is advised. The diagnosis of gastric [February 2, 1922. ulcer is accepted, and gastro-enterostomy is performed when no lesion exists in the stomach or duodenum to justify it. The patient is made worse rather than better. And so physicians who see the surgical failures will tell us that gastro-enterostomy is an operation giving uniformly bad results, and that the surgical treatment of ulcers of the stomach or duodenum is often disastrous. We who see many cases of these disorders know that it falls to our lot sometimes to undo the work of others, to unmake an anastomosis between the stomach and the duodenum that was never needed. In such cases I have on a few occasions known a jejunal ulcer develop, a condition vastly more serious and more painful than the original lesion, if any, that was wrongly diagnosed. And error of diagnosis affects also the estimated results of medical treatment. If a gastric ulcer is diagnosed when none is there of what value is our assessment of the efficacy of the medical treatment directed to the phantom lesion? Errors in diagnosis vitiate our opinion of the value both of medical and of surgical treatment. So important is the ieed for a correct diagnosis before any treatment is commenced, or before judgment is passed upon the merits of treatment advocated by even the greatest of experts, that all opinions, however authoritative they appear to be, based only upon clinical evidence, should be ignored. There are at present two methods, and two methods only, of making an unequivocal diagnosis of gastric ulcer-recognition by the radiologist, inspection by the surgeon. We need evidence based upon a successive series of events before we can truly appraise the value of therapeutic measures. Such events are:
(a) The diagnosis of the ulcer by one of these methods.
(b) Treatment carried out by the Sippy or other method, based upon lavage, dietetic control, administration of drugs.
(c) Inspection of the stomach by the radiologist showing that the ulcer is healed.
(d) A clinical survey, and a further radiological examination in, say one, two or three years, to show that the ulcer remains healed.
The present medical treatment of a chronic gastric ulcer is woefully inefficient. For the rich it is possible, for the poor it is hardly to be attained, since the hospital accommodation in the country is grossly inadequate for the treatment of this and of many other diseases.
Medical treatment if properly carried out for a sufficiently prolonged period should enable an ulcer to heal. The need for surgical treatment is a confession that such treatment is unattainable or has failed. If, to the surgeon's reluctance (for every surgeon is a physician at heart) an operation is necessary, what form shall it take? The growth of surgical methods in the treatment of chronic ulcer has been gradual. In the earliest years of gastric surgery the cases that came for treatment usually showed an obstructive lesion at or near the pylorus. Gastro-enterostomy then acted like a charm. The pinched, wasted, unhappy sufferer, dreading every meal, was able to take food with a relish that he had almost forgotten. He gained weight, knew the joys and the vigour of life once again, and became a decoy for other dyspeptics. They, unhappily, if diagnosed as examples of gastria ulcer when no ulcer was present, were similarly treated with results which were discreditable both to the clinician and to the operator.
Surgical treatment, if it is to be uniformly successful, and based upon a long survey of the patient's subsequent history, must deal once for all, if that is possible, with the lesion' responsible for the symptoms. Temporary relief follows medical treatment; if nothing better follows surgical treatment, there is no advantage in operation. Surgery must justify itself not only in the immediate safety of its procedures, but in the bestowal of sustained good health in respect of the organs with which it deals. It is not only the number of the recoveries that count, but also the quality and the permanence of each. The preparation of a patient for operation is of great importance. In addition to the routine examination of organs and secretions two special points require emphasis: (1) the need for the examination of the teeth and accessory sinuses; and (2) the need for the administration of glucose in large quantities or for the direct transfusion of blood. The source of the infection which has helped to cause the ulcer may be discovered by the former; the effects of the weakness, wasting and desiccation of the patient are counteracted by the other. The procedures that have been adopted are the following: (1) Gastro-enterostomy; (2) excision of the ulcer; (3) gastro-enterostomy combined with excision; (4) gastro-enterostomy combined with destruction of the ulcer by cautery (Balfour's operation); (5) median resection of the stomach, "sleeve resection"; (6) gastro-enterostomy combined with jejunostomy (Moynihan's operation); (7) partial gastrectomy. Where there is so much choice it is evident that in the popular judgment no operation has surpassed the others in safety and success.
(1) The operation of qastro-enterostomy has been the most frequently performed of all operations. In the earliest days most of the cases coming to the surgeon for relief were those in which pyloric obstruction was present. The results of the short-circuiting operation were very striking and immediate, and the mortality was low. Largely owing to the advocacy of Doyen the range of the operation was extended, and cases of gastric ulcer in which the lesion was in the body of the stomach, or even at the cardiac end, were treated by this operation. The results were by no means so good; there were still satisfactory recoveries but there were many cases that gave dissatisfaction. A revision of my own early cases showed that the results were sometimes good, often indi,fferent and sometimes bad, secondary operations being required or carcinoma making a tardy appearance.
This evidence as to the value of gastro-enterostomy in my own cases and the conflicting views of many surgeons of equal experience, led to a consideration of the means by. which the operation produced its results. Two views were held:
(i) That the operation was purely mechanical in its effects. The making of an opening between the stomach and the portion of the intestines created an alternative and easier route for the passage of food. Retention, therefore, did not occur; indeed, the emptying of the stomach proceeded more rapidly than was normal. Now retention in the stomach is due to many causes connected with a chronic ulcer. Some of these are: (a) Cicatricial stenosis; (b) spasm at the level of the ulcer, as shown by the "incisura" of the radiographers: (c) a spasm of the pylorus, not constant but occasional, occurring even when the ulcer is in the body of the stomach or at any part of the lesser curvature. Gastro-enterostomy attained its greatest efficiency when a scar at or near the pylorus was causing a high degree of obstruction. T4e fact that an obstructive spasm is present even when the ulcer itself does not obstruct, accounts, I think, for the relief which gastro-enterostomy gives in such conditions. Radiography shows that a pyloric spasm causing a " six-hour retention" of food is present in about one-third of the cases of ulcer on the lesser curvature of the stomach. This is roughly the proportion of cases improved by gastro-enterostomy. Such value as gastro-enterostomy possesses in cases of gastric ulcer I believe to be due entirely to the short circuit, which avoids a pyloric muscular obstruction and prevents the undue retention of food in the stomach.
(ii) That the operation possessed a " physiological " value. On this hypothesis the entrance of the alkaline bile and pancreatic juice through the anastomotic opening produces in the stomach a medium, the reaction of which is favourable to the healing of an ulcer. Now a cell of the gastric mucous membrane is born in an acid medium, lives its life and performs its due functions in an acid medium, and perishes in an acid medium. If the conversion of this medium from an acid to an alkaline one is to be described in a word, it should surely be " anti-physiological." Is there any reasonable proof that an alkaline medium favours the healing of an ulcer ? Of surmise there is no end, but of certainty nothing. I have given reasons elsewhere for the difficulty I find in believing that the view of the " physiological " action of the operation of gastroenterostomy can be supported by any argument or any experience that will bear discussion.
It is interesting further to fiote that when gastro-enterostomy has been performed for duoaenal ulcer a gastric ulcer may develop. Sherren and I have both observed this, and cases are reported from the Mayo Clinic and by Coffey. I have known perforation of a second and a third gastric ulcer occur after gastro-enterostomy had been performed for the first ulcer, which remained unhealed. Sherren records the development of gastric carcinoma upon an ulcer developed after gastro-enterostomy and I have seen one example of this also. For all these reasons I think that gastro-enterostomy, if practised at all, should be reserved for those cases in which the ulcer is distal to the opening to be made, in which no reasonable doubt can be entertained as to the benignity of the ulcer, and in which the patient's condition renders a more extensive operation too hazardous. As a customary procedure it should be abandoned, for its immediate mortality differs little from that of gastrectomy; -after its performance malignant changes in the ulcer may develop or progress and cause death; the ulcer may fail to heal, or new ulcers in the stomach may develop and gastro-jejunal or jejunal ulcer may subsequently occur.
(2) The operation of excisioat gave great promise. We are all well aware of the frequency with which the perforation of an ulcer, when treated by suture alone, has resulted in the complete abeyance of all gastrip symptoms. The hope was strongly felt that the excision of an ulcer would lead to a speedy and permanent recovery. But experience made haste to show that our hopes were unsubstantial. After excision a degree of contraction of the stomach occurred which caused a distortion of the organ, and obstruction developed; or the ulcer recurred along the suture line. In thirty-nine cases, fifteen showed a severe recurrence of trouble and a further operation was needed in eleven. I have quite abandoned the method.
(3) Gastro-enterostomy combined with excision gave good results in many cases but not in a number that was adequate. The method is by no means so satisfactory as:
(4) Balfour's operation, which consists in the destruction of the ulcer by the actual cautery, and the subsequent performance of gastro-enterostomy. Recently a very substalitial plea for the more frequent performance of this method has been published by Balfour. The operation is simple, safe and satisfactory in respect of after-results so far as the records at present available appear to show. The application of heat to the edges of the excised ulcer is far more effective than the knife in the destruction of cells which are cancerous or in danger of becoming so. Only one operation can be compared with it, .gastrectomy; and for reasons I will give later my choice falls upon the latter.
(5) Median resection of the stomach has its most able advocates. In April of last year I had the good fortune to see this operation exquisitely performed in Rome in two cases, by Alessandro. The clinical results are said to be good, but I have seen a recurrence of symptoms and fresh ulceration along the suture line. The radiological examination of patients submitted to this operation, as Duval has shown, gives reasons for the belief that contraction of the .suture lines and stasis in consequence, are by no means uncommon.
(6) In some few cases, sixteen in all my experience, the ulcer is so large, is so firmly adherent, or so deeply excavates a viscus, in a patient whose condition is so extremely poor that only a very speedy and simple operation can be tolerated. In such cases I perform yastro-enterostomy in " Y," making the -opening into the stomach of very large size. The proximal part of the jejunum, forming the Y, is opened up by a small incision through which a tube is passed -downwards into the intestine. Through this tube the patient is fed for such a period as will allow the ulcer to heal. When an X-ray examination shows that the ulcer is healed, no crater and no notch being visible, the tube is removed and the jejunostomy opening is closed. In one case of mine no food was taken by the mouth for three years nine months.
(7) Gastrectomy.-This is for me the most satisfactory operation. "All ,other operations fail in one or more particulars, in that the quality of the recovery is poor, the recurrence of symptoms not infrequent, or the mortality high. Gastrectomy has a small mortality, and its results are as near perfection as they can be. All other operations leave the surgeon handicapped by the fear of recurrence of the ulcer. After gastrectomy I have never seen a recurrence of ulceration. Indeed, the after-history is remarkable for its placid excellence. One of the dangers in every case of gastric ulcer is the transition of malignancy. No one doubts that this occurs, though various opinions are expressed as to the frequency of the occurrence. So far as published records tell us, the risk of death from carcinoma of the stomach after the successful performance of gastro-enterostomy for a gastric ulcer (and this has its own mortality) is greater than the risks of gastrectomy. To distinguish a chronic gastric ulcer from carcinoma of the stomach is sometimes impossible for the most expert of surgeons. If such a difficulty is met with in a case treated by gastro-enterostomy the patient inevitably dies of his disease. If gastrectomy is performed there is a good prospect of cure. The operation itself is now much simplified. When the stomach is freed from the duodenum and along the two curvatures, the question to decide is as to the method of attachment of the jejunum to the part of the stomach which remains. At the present time I join the cut end of the stomach to the jejunum drawn straight across the colon near the splenic flexure from left to right. The proximal part of the jejunum meets the greater curvature of the stomach, and no jejunal loop is left. This reduces the operation to its simplest terms; and to the easiest and speediest performance.
I have now to add certain figures to the statistics I gave before the British Medical Association in July, 1920.'
The number of gastrectomies for gastric ulcer I have performed since 1909 is 118. There have been two deaths, a mortality of less than 2 per cent. In one case a secondary operation was necessary on account of the long loop left in the jejunum, when the older method of the anastomosis was used. There have been no other secondary operations. Only one case has had any symptoms of digestive discomfort since. The patient was a young lady from whom I removed the stomach for a chronic ulcer of the lesser curvature, and from whom also I removed a group of tuberculous mesenteric glands. Since the operation intermittent attacks of diarrhcea have occurred with temporary wasting. This is the only unsatisfactory case in the series; in none has there been the development of carcinoma or a return of ulceration. In the same period I have operated upon 651 cases of duodenal ulcer with three deaths. It is difficult to formulate rules for the treatment of gastric ulcer since each case presents individual features in regard to its history and clinical symptoms. It is in accordance with these that the line of treatment is laid down, so that no two cases will be treated in an exactly similar way. Except in those very acute cases such as perforation or almost complete pyloric obstruction, where immediate surgical measures are imperative if life is to be saved, it may, I think, be accepted that a careful course of treatment should be carried out on medical lines. This may in some cases result in the healing of the ulcer and the cure of the patient, but even if the treatment does not achieve this object, if carefully conducted it will undoubtedly place the patient in a more suitable condition for undergoing surgical treatment afterwards.
Early Cases.-In a case in which the diagnosis has been established by the methods so fully discussed at the previous meeting of the Section, if the history shows a duration of symptoms of a few weeks only there is a reasonable prospect of cure by medical treatment. Dr. Spilsbury's contribution was encouraging in this respect, for he laid stress on the frequency of well marked evidence of the healing process in cases of gastric ulcer seen in the post-mortem room.1
The following line of procedure has been found by me to be most satisfactory:
(1) Complete Rest in Bed.-Regular feeds every two hours of 6 oz. of citrated mnilk, to which is added 20 gr. of bicarbonate of soda. The citration of the milk is effected by adding 1 gr. of citrate of soda to each ounce of milk -over-citration is to be avoided since it may predispose to hamorrhage.
(2) The first important part of the treatment is the removal as far as possible of sources of infection from the mouth. A careful examination of the teeth should be made and those obviously septic should be extracted. All carious teeth and those showing evidence of pyorrhea should be removed. In my experience oral sepsis is the most importm*t-ause of gastric ulcer and in cases in which the gums and teeth are to M al appearaes healthy, a careful X-ray examination frequently reveals preso of ical dental infection in the shape of apical dental granu l or even Aesses. In all cases an X-ray examination of the teeth sh -Ib.e n=A, nd teeth showing
